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doi:10.1016/j.bjps.2008.11.119Summary A syndrome now known as EhlerseDanlos, comprising laxity and fragility of the
skin associated with hypermobility of the large joints, was published in 1892 by Tschernogo-
bow. EhlerseDanlos type VIIA is an extremely rare form of the syndrome. While the UK-based
EhlerseDanlos Support Group recommends that the surgical management of patients with Eh-
lerseDanlos VIIA should be carried out in conjunction with a plastic surgeon, there is nothing in
the plastic surgery literature regarding this syndrome. The management of patients suffering
from EhlerseDanlos VIIA is highly complex, as a result of the breadth of genetic and phenotypic
presentations, and resulting complications. We present a review of the literature regarding
this syndrome and, in particular, the surgical problems that may be encountered. A case report
outlining our experience of successfully managing this condition is also presented.
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ublished by Elsevier Ltd on behalf ofEhlerseDanlos syndrome (EDS) comprises a group of genet-
ically, biochemically and clinically diverse, heritable
connective tissue disorders. The first comprehensive
description of the syndrome comprising laxity and fragility
of the skin associated with hypermobility of the large joints
was published in 1892 by Tschernogobow,1,2 and later
both Ehlers and Danlos,3e5 who were Danish and FrenchBritish Association of Plastic, Reconstructive and Aesthetic Surgeons.
590 I.S. Whitaker et al.dermatologists, respectively, published their observations
independently in the first decade of the 20th century.
Subsequently, significant advances in modern biochemistry,
DNA analysis and genetics have expanded the range of clin-
ical phenotypes and pathogenesis. At least one in 5000 indi-
viduals worldwide suffer from EDS.6 Skin fragility, bleeding
diathesis, excessive bruising, poor wound healing and atro-
phic scarring are common to all EDS subtypes, sometimes
causing clinical complications relevant to plastic surgery.7,8
EDS type VIIA is extremely rare and only a handful of cases
are known worldwide. The UK-based EhlerseDanlos Support
Group,9 which publishes extensive medical information
for families of those suffering from EDS, recommends that
the surgical management of patients with EDS type VIIA
should be in conjunction with a plastic surgeon to optimise
soft-tissue management. To our knowledge, there is
nothing in the plastic surgery literature regarding the
management of patients suffering from EDS type VIIA. We
describe our experience of managing this case, make
appropriate recommendations and discuss the management
of EDS type VIIA in the context of other EDS type VII
subtypes.Figure 1 Postoperative photograph at 6 months.Case report
A 5-year-old Caucasian male with EDS type VIIA was
referred to the department of plastic and reconstructive
surgery from the spinal orthopaedic surgery service. He
required spinal surgery and growing rod insertion to
correct a severe progressive scoliosis. The spinal surgery
team had consulted the EhlerseDanlos Society, and its
medical advisory team had advised management to
continue in conjunction with plastic surgeons as a result
of the known issues with skin and healing. A combined
procedure (with orthopaedic and plastic surgeons) was
performed to insert the growing rods at the University
Hospital. During preparation of the patient in the anaes-
thetic room, the medial left thigh was unexpectedly
lacerated by the application of an adhesive electrode.
Intra-operatively, as expected, the patient had severe
ligamentous laxity. A straight 8-cm incision was made to
gain access to the thoracic vertebrae, and a curved 11-cm
incision was used to gain access to the lumbar vertebrae.
During the procedure, the patient developed ecchymoses
with minimal skin pressure. Both the thigh laceration and
the surgical incisions were closed in two layers using 4/
0 Vicryl and 4/0 Moncryl by the plastic surgery team.
The sutured incisions were supported with 2.54-cm Steri-
strip and Mepore. During the procedure, the patient
required 435 ml of colloids and 400 ml of crystalloids to
maintain normovolaemia. Following the procedure,
340 ml of blood was administered in PICU due to postoper-
ative anaemia and increasing base deficit. The 24-h post-
operative stay in PICU was otherwise non-eventful, and
the wound drained 120 ml in total. Intra-operative and
postoperative antibiotics were administered. The patient
gained a total of 5.5 cm height as a result of surgery.
In spite of an obvious degree of ligamentous laxity and
skin fragility, the operative course was smooth, and no
specific problems with haemostasis or skin closure were
encountered.Postoperatively, the Steri-strips and Mepore were
retained for 4 weeks, and at 1-month outpatient follow-
up, the wounds had healed. During this time, the skin had
developed mild erythema from the adhesive dressing.
Once the erythema had completely settled, 2.54-cm
Micropore was placed longitudinally along the wound
and changed daily for a further 2 months to support the
wound edges. At 3-month follow-up, the wound was
maturing satisfactorily and was pink and flat, with minimal
stretching. The 2.54-cm Micropore was continued for
a further month, at which point it was stopped by the
parents due to skin irritation. At 6-month follow-up, both
scars were pink and flat, with no evidence of hypertrophy.
The lower scar was slightly stretched in the middle-to-
lower two-thirds (see Figures 1e3).
Discussion
EDS comprises a broad group of connective tissue disorders
which share defects in the synthesis and cross-linking of
collagen.10e13 This results in an array of clinical manifesta-
tions, including fragile and hyperextensible skin, joint
hypermobility, easy bruising and a propensity to scar-
ring.11,14 Several classification systems for the EDS have
been described, which has contributed to some discrep-
ancies in classification and nomenclature.14e16 Between
six and ten EDS subtypes have been described, variably
classifying these types according to their molecular pathol-
ogies, clinical phenotypes and disease associations.
Despite variation in terminology, each of these systems
shares common descriptions of EDS type VII, the focus of
Figure 2 Postoperative photograph of the healed scar on the
upper back at 6 months. The scar is pink and flat, with no
evidence of hypertrophy.
Figure 3 Postoperative photograph of the healed scar on the
lower back at 6 months. The scar is pink and flat, with no
evidence of hypertrophy, although it is slightly stretched in
the middle-to-lower two-thirds.
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molecular pathology and clinical presentation. Its clinical
characteristics comprise early-onset congenital hip dislo-
cation, ligament laxity, scoliosis, short stature and osteo-
porosis.11,12,14EDS type VII has been termed the
‘arthrochalasis multiplex congenital’ type, with these
phenotypes caused by defective type I collagen synthesis,
a major structural protein in connective tissues.10
The molecular changes in EDS type VII result in defects in
the conversion of type I procollagen to collagen. Type I
collagen is a protein containing two a1(I) chains and one
a2(I) chain, which are coded by the genes COLIA1 and
COLIA2.18,19 It is the most abundant structural protein in
the mammalian body. Type I collagen is synthesised as
a precursor protein, procollagen, which contains additional
peptide sequences at both ends of the molecule which
require proteolysis in order to produce functional collagen.
EDS type VII results from failure of this enzymatic cleavage
by the protease, ‘procollagen N-proteinase’.10,18e20 Other
studies have also implicated differing molecular mecha-
nisms in the pathogenesis of EDS type VII, including defects
in the production of type V collagen21 and defects in the
fibronectin extracellular matrix of fibroblasts.22,23
While EDS type VII is caused by abnormal splicing of exon
6 in the COLIA1 or COLIA2 gene, it can be further classified
according to its molecular basis into types VIIA, VIIB and
VIIC.10 EDS type VIIA results from defects in the COLIA1
gene that encodes the proa1(I) chains of type 1 procolla-
gen.10,24,25 EDS type VIIB results from defects in the COLIA2gene that encodes the proa2(I) chains of type 1 procolla-
gen.10,26e34 EDS type VIIC is due to mutations in the
protease itself, which is generally the more severe pheno-
type.10,35e39 EDS types VIIA and VIIB are often grouped
together, known as the ‘arthrochalasia’ type of EDS, while
EDS type VIIC is known as the ‘dermatosparaxis’ type of
EDS, as it is similar to its counterpart in animals.10,40,41 Of
note, there are only a small number of cases of EDS type
VII worldwide.
Arthrochalasia-type EDS disorders are autosomal domi-
nant and present with bilateral hip dislocation, severe joint
and ligamentous laxity and recurrent joint dislocations and
subluxations.14,19 In addition, there are specific issues in
the treatment of EDS type VIIA that are specific to the
plastic surgeon.
Collagen, an essential component of skin and intimately
involved in healing and scar formation, is impaired in EDS
type VIIA. Skin is fragile and hyperextensible and has
a specific diagnostic disorganisation of collagen fibril
assembly, seen as misshapen collagen fibres on micros-
copy.10,12 (see Figure 4a and b). Even when they appear
normal on electron microscopy, the collagen fibrils are
uniformly smaller than normal.42 The fibril disorganisation
and reduction in size and content of collagen have also
been demonstrated on the routine microscopy of dermal
skin biopsies in these patients.43,44
Skin manifestations also include poor wound healing,
‘cigarette paper scarring’ (broad and thin scars), easy
Figure 4 Transversely sectioned cutaneous collagen fibrils
from EDS VII skin compared with normal control. (a) Micros-
copy of regularly sized, circular collagen fibrils in a control
patient (Magnification 50 000). (b) Microscopy of misshapen,
thinner angulated fibrils in the EhlerseDanlos Type VII patient.
These differences indicate mispacking and assembly of the
fibrils caused by the persisting pNalpha1(I) extensions (Magni-
fication 55 000).
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Unique cutaneous manifestations have also been reported
in some series, including the prominent ‘criss-cross
patterning of the hands and feet’ described in several
patients,19 a significant amount of redundant skin12,19 and
skin discolouration.12 While these effects have been widely
reported in case series, the involvement of plastic surgeons
and, in particular, guidelines for plastic surgical manage-
ment, has not been reported.10,12,14,19,45
In patients with EDS type VIIA, plastic surgical compli-
cations should be anticipated, and prepared for.46e48 These
patients should be handled intra- and postoperatively with
extreme care, due to skin fragility and bleeding tendencies.
The pathological skin changes described previously
mandate meticulous care in handling tissues and wound
closure, and Steri-strips or retention sutures should be
used to minimise skin tension. If non-absorbable skin
sutures are used, they should be left in longer than normal.
Although evidence for this care is notably lacking, our case
report highlights the success of this approach, and, in view
of the known pathophysiology of the condition, it would be
unwise to treat wounds otherwise.Due to the propensity of patients with EDS to bleed, it is
sensible to cross-match adequate amounts of blood and
rule out concomitant coagulopathies.46 Regional anaes-
thesia, arterial lines and central venous catheters should
be avoided as much as possible, as these patients are at
significantly increased risk of haematoma formation. If
arterial blood gas sampling is necessary, a needle or cath-
eter as small as possible should be used.46 While the
vascular type of EDS is at greatest risk for bleeding compli-
cations,49e53 complications related to bleeding and
vascular fragility are common to all types of EDS, and
indeed the use of blood products and coagulation factors
to correct bleeding tendencies in these patients have
been described.
It has been postulated in the literature suggesting that
EhlerseDanlos patients have a ‘resistance’ to local anaes-
thetics. The effects of local anaesthetics are complex and
depend on the individual chemical properties of the agent
and a number of tissue factors. Studies have suggested that
the lack of effectiveness of local anaesthetic solution is not
due to rapid dispersal of solution in EhlerseDanlos patients,
as is often assumed.57
While guidelines for management are lacking, the sugges-
tions made are well supported by the underlying patholog-
ical changes in EDS type VII. Additional therapeutic targets in
the healing of skin have also been suggested in both
laboratory and clinical studies. Dexamethosone has been
suggested as a means to improving the disordered organisa-
tion of fibronectin extracellular matrix in the fibroblasts of
these patients as described earlier. In laboratory studies, it
has been shown to correct the disordered fibroblasts,54 and,
in clinical studies, it has been shown to do the same and to
result in improved healing.55,56 While medical therapies
are still experimental, the importance of treatment lies in
the diagnosis of the syndrome and the adequate planning
in consideration of potential complications.
In our case, the patient experienced only minor skin
fragility and bruising intra-operatively, with excellent
wound healing and few or no problems with insertion of
the orthopaedic rods. At 3-month follow-up, the scars had
healed satisfactorily, following careful wound closure and
the use of supportive measures for 3 months postopera-
tively. Our patient had a significant improvement in his
quality of life, with improved posture and a height gain of
5.5 cm. Future planning to partially re-open his incisions to
extend the ‘growing’ rods at about 18 months and a similar
wound closure regimen with the combined input of ortho-
paedics and plastic surgery will be undertaken to optimise
outcomes.
EDS Type VII is an extremely rare condition affecting the
synthesis of type I collagen and affecting connective tissues
throughout the body. Implications for the plastic surgeon
include effects on skin healing and scarring and the
propensity for bruising and bleeding complications. As
such, we suggest the inclusion of plastic surgical input in
the preoperative planning for any patient with EDS type VII
undergoing surgery of any kind.Conflict of interest
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Molecular genetic and clinical review of EhlerseDanlos Type VIIA 593Funding
None.
References
1. Tschcmogobow A. Cutis laxa (Moscow Dermatologic and Ven-
creologic Society, November 1891). Mhft Prakt Derm; 1892:
14e76.
2. Tschcmogobow A. Ein Fall von Cutis lax. Ptotokoly Moskow-
skawo wenerologitscheskawo I dcrmatologitscheskano
obtschestwa. vol. 1. Jahrcsb Gcs Med 1892;27:256e88.
3. Ehlers E. Cutis laxa, neigung zu Haemomhagicn in her haut.
Lockering mehrerer artikulationen (case for diagnosis). Derrn
Z 1901;8:173e8.
4. Danlos M. Un cas de cutis laxa avec tumeurs par contusion
chronique des coudes et des genoux. Bull Soc Fr Dermatol
Syphiligr 1908;19:70e2.
5. Weber FP. The Ehlers-Danlos syndrome. Br J Dermatol 1936;
48:609.
6. Pyeritz RE. Ehlers-Danlos syndrome. N Engl J Med 2000;342:
730e2.
7. Guerrerosantos J, Dicksheet S. Cervicofacial rhytidoplasty in
Ehlers-Danlos syndrome: hazards on healing. Plast Reconstr
Surg 1985;75:100e3.
8. Lindgren VV, Hollister DW, Marshall WR. Wound healing and
unsatisfactory scars. Plast Reconstr Surg 1987;80:321e2.
9. http://www.ehlers-danlos.org/eds.htm; 2008.
10. ByersPH,DuvicM,AtkinsonM,etal.Ehlers-Danlos syndrometype
VIIA and VIIB result from splice-junction mutations or genomic
deletions that involve exon 6 in the COL1A1 and COL1A2 genes
of type I collagen. Am J Med Genet 1997;72:94e105.
11. McKusick VA. The Ehlers-Danlos Syndromes. In: Beighton P,
editor. Heritable Disorders of Connective Tissue. St Louis:
Mosby; 1993. p. 189e251.
12. Giunta C, Superti-Furga A, Spranger S, et al. Ehlers-Danlos
syndrome type VII: clinical features and molecular defects.
J Bone Joint Surg Am 1999;81:225e38.
13. Byers PH. Ehlers-Danlos syndrome: recent advances and
current understanding of the clinical and genetic heteroge-
neity. J Invest Dermatol 1994 Nov;103:47Se52S.
14. Beighton P, De Paepe A, Danks D, et al. International nosology
of heritable disorders of connective tissue, Berlin 1986. Am J
Med Genet 1988;29:581e94.
15. Beighton P, De Paepe A, Steinmann B, et al. Ehlers-Danlos
syndromes: revised nosology, Villefranche 1997. Am J Med
Genet 1998;77:31e7.
16. Ainsworth SR, Aulicino PL. A survey of patients with Ehlers-
Danlos syndrome. Clin Orthop 1993;286:250e6.
18. Nicholls AC, Oliver JE, McCarron S, et al. An exon skipping
mutation of a type V collagen gene (COL5A1) in Ehlers-Danlos
syndrome. J Med Genet. 1996 Nov;33:940e6. Erratum in:
J Med Genet 1997 Jan;334:87.
19. Nicholls AC, Sher JL, Wright MJ, et al. Clinical phenotypes and
molecular characterisation of three patients with Ehlers-Dan-
los syndrome type VII. J Med Genet. 2000 Nov;37:E33.
20. Prockop DJ, Kivirikko KI, Tuderman L, et al. Biosynthesis of
collagen and its disorders. N Engl J Med 1979;301:13e23.
21. ShekhoninBV, SemiachkinaAN,MakkaevKhM,etal. Collagen type
I, III, IV and V and fibronectin in skin biopsies of patients with
Ehlers-Danlos syndromeand cutis laxa.ArkhPatol 1988;50:41e8.
22. Barlati S, Moro L, Gardella R, et al. Phenotypic correction of
the defective fibronectin extracellular matrix of Ehlers-Danlos
syndrome fibroblasts. Cell Biol Int Rep 1991 Dec;15:1183e94.
23. Cutolo M, Castellani P, Borsi L, et al. Altered fibronectin distri-
bution in cultured fibroblasts from patients with Ehlers-Danlos
syndrome. Clin Exp Rheumatol 1986 Apr-Jun;4:125e8.24. Weil D, D’Alessio M, Ramirez F, et al. A base substitution in the
exon of a collagen gene causes alternative splicing and gener-
ates a structurally abnormal polypeptide in a patient with
Ehlers-Danlos syndrome type VII. EMBO J 1989;8:1705e10.
25. D’Alessio M, Ramirez F, Blumberg BD, et al. Characterization of
a COL1A1 splicing defect in a case of Ehlers-Danlos syndrome
type VII: Further evidence of molecular homogeneity. Am J
Hum Genet 1991;49:400e6.
26. Weil D, Bernard M, Combates N, et al. Identification of a muta-
tion that causes exon skipping during collagen pre-mRNA
splicing in an Ehlers-Danlos syndrome variant. J Biol Chem
1988;263:8561e4.
27. Weil D, D’Alessio MD, Ramirez F, et al. Temperature-depen-
dent expression of a collagen splicing defect in the fibroblasts
of a patient with Ehlers-Danlos syndrome type VII. J Biol Chem
1989b;264:16804e9.
28. Weil D, D’Alessio M, Ramirez F, et al. Structural and functional
characterization of a splicing mutation in the proa2(I) collagen
genes of an Ehlers-Danlos type VII patient. J Biol Chem 1990;
265:16007e11.
29. Nicholls AC, Oliver J, Renouf DV, et al. Ehlers-Danlos syndrome
type VII: A single base change that causes exon skipping in the
type I collagen a2(I) chain. Hum Genet 1991;87:193e8.
30. Vasan NS, Kuivaniemi H, Vogel BE, et al. A mutation in the
proa2(I) gene (COL1A2) for type I procollagen in Ehlers-Danlos
syndrome type VII: Evidence suggesting that skipping of exon 6
in RNA splicing may be a common cause of the phenotype. Am J
Hum Genet 1991;48:305e17.
31. Chiodo AA, Hockey A, Cole WG. A base substitution at the
splice acceptor site of intron 5 of the COL1A2 gene activates
a cryptic splice site within exon 6 and generates abnormal
type I procollagen in a patient with Ehlers-Danlos syndrome
type VII. J Biol Chem 1992;267:6361e9.
32. Watson RB, Wallis GA, Holmes DR, et al. Ehlers-Danlos
syndrome type VIIB. J Biol Chem 1992;267:9093e100.
33. Lehmann HW, Mundlos S, Winterpacht A, et al. Ehlers-Danlos
syndrome type VII: Phenotype and genotype. Arch Dermatol
Res 1994;286:425e8.
34. Ho KK, Kong RY, Kuffner T, et al. Further evidence that the
failure to cleave the aminopropeptide of type I procollagen is
the cause of Ehlers-Danlosy syndrome type VII. Hum Mutat
1994;3:358e64.
35. Smith LT, Wertelecki W, Milstone LM, et al. Human dermato-
sparaxis: A form of Ehlers-Danlos syndrome that results from
failure to remove the amino-terminal propeptide of type I pro-
collagen. Am J Hum Genet 1992;51:235e44.
36. Nusgens BV, Verellen-Dumoulin C, Hermanns LT, et al.
Evidence for a relationship between Ehlers-Danlos type VIIC
in humans and bovine dermatosparaxis. Nat Genet 1992;1:
214e7.
37. Wertelecki W, Smith LT, Byers P. Initial observations of human
dermatosparaxis: Ehlers-Danlos syndrome type VIIC. J Pediatr
1992;121:558e64.
38. Petty EM, Seashore MR, Braverman IM, et al. Dermatosparaxis
in children. A case report and review of the newly recognized
phenotype. Arch Dermatol 1993;129:1310e5.
39. Reardon W, Winter RM, Smith LT, et al. The natural history of
human dermatosparaxis (Ehlers-Danlos syndrome type VIIC).
Clin Dysmorphol 1995;4:1e11.
40. O’Hara PJ, Read WK, Romane WM, et al. A collagenous tissue
dysplasia of calves. Lab Invest 1970;23:307e14.
41. Lenaers A, Ansay M, Nusgens BV, et al. Collagen made of
extended a-chains, procollagen, in genetically-defective der-
matosparaxic calves. Eur J Biochem 1971;23:533e43.
42. Raff ML, Craigen WJ, Smith LT, et al. Partial COL1A2 gene
duplication produces features of osteogenesis imperfecta and
Ehlers-Danlos syndrome type VII. Hum Genet. 2000 Jan;106:
19e28.
594 I.S. Whitaker et al.43. Junqueira LC, Roscoe JT. Reduced collagen content and fibre
bundle disorganization in skin biopsies of patients with
Ehlers-Danlos syndrome. Histochem J 1985 Nov;17:1197e202.
44. Kobayasi T, Oguchi M, Asboe-Hansen G. Dermal changes in
Ehlers-Danlos syndrome. Clin Genet 1984 Jun;25:477e84.
45. Stanitski DF, Nadjarian R, Stanitski CL, et al. Orthopaedic
manifestations of Ehlers-Danlos syndrome. Clin Orthop Relat
Res 2000 Jul;376:213e21.
46. Dolan P, Sisko F, Riley E. Anesthetic considerations for Ehlers-
Danlos syndrome. Anesthesiology 1980;52:266e9.
47. glesias JL, Renard T. Diaphragmatic hernia in an 8-year-old
with Ehlers-Danlos syndrome. Pediatr Surg Int 1998;13:553e5.
48. Wesley JR, Mahour H, Woolley MM. Multiple surgical problems
in two patients with Ehlers-Danlos syndrome. Surgery 1980;
87:319e24.
49. Faber P, Craig WL, Duncan JL, et al. The successful use of
recombinant factor VIIa in a patient with vascular-type
Ehlers-Danlos syndrome. Acta Anaesthesiol Scand 2007 Oct;
51:1277e9. Epub 2007 Aug 20.
50. Bjo¨rck M, Pigg M, Kragsterman B, et al. Fatal bleeding following
delivery: a manifestation of the vascular type of Ehlers-Danlos’
syndrome. Gynecol Obstet Invest 2007;63:173e5. Epub 2006
Dec 1.Figure 1 a. The suture attached to the umbilicus is brought
through the abdominal wall at the centre of the new position
before closing the wound. b. The umbilicus is retrieved by
excising a piece of skin around the suture attached to it.51. Hosaka A, Miyata T, Shigematsu H, et al. Spontaneous mesen-
teric hemorrhage associated with Ehlers-Danlos syndrome.
J Gastrointest Surg 2006 Apr;10:583e5.
52. Bronzino P, Abbo L, Bagnasco F, et al. Spontaneous rupture of
common iliac artery: a case of Ehlers-Danlos syndrome and
review of the literature. G Chir 2006 Aug-Sep;27:324e7.
53. De Paepe A, Malfait F. Bleeding and bruising in patients with
Ehlers-Danlos syndrome and other collagen vascular disorders.
Br J Haematol 2004 Dec;127:491e500.
54. Zoppi N, Ghinelli A, Gardella R, et al. Effect of dexamethasone
on the assembly of the matrix of fibronectin and on its recep-
tors organization in Ehlers-Danlos syndrome skin fibroblasts.
Cell Biol Int 1998;22:499e508.
55. Moro L, Colombi M, Zoppi N, et al. Correction of the defective
extracellular matrix of Ehlers-Danlos syndrome skin fibroblasts
by dexamethasone. Cell Biol Int 1994 Jan;18:29e37.
56. De Panfilis G, Ghidini A, Graifemberghi S, et al. Dexametha-
sone-induced healing of chronic leg ulcers in a patient with
defective organization of the extracellular matrix of fibro-
nectin. Br J Dermatol 2000 Jan;142:166e70.
57. Oliver DW, Balan KK, Burrows NP, et al. Dispersal of radioiso-
tope labelled solution following deep dermal injection in
Ehlers-Danlos syndrome. Br J Plast Surg 2000 Jun;53:308e12.SURGICAL TIPA simple method for fishing out the umbilicus in
abdominoplasty surgery
Retrieving the umbilicus after abdominoplasty is, some-
times, not an easy task and may be embarrassing to thesurgeon. We found that tying the umbilicus to a suture
and bring the suture through the abdominal wall can
exactly position it at the centre of the neoumbilicus
before closing the abdominoplasty wound (Figure 1a).
Subsequently, the umbilicus can be easily brought out
by excising a small piece of skin around the stitch (Fig-
ure 1b) to be finally sutured into its new location. This
will save time otherwise spent in fishing out the buried
umbilicus which can prove difficult to the extent that it
may inevitably lead to the undoing of the procedure so
as to retrieve the umbilicus.
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